Problems with adherence are common among adolescents with Type 1 diabetes (T1D), who must follow a complex treatment regimen. Positive psychology interventions increase adherence and improve health outcomes in adults with chronic conditions; however, they have not been translated to pediatric populations. We evaluated the acceptability and feasibility of Check It!, a positive psychology intervention to improve adherence in adolescents with T1D. Adolescents with T1D and their parents were randomized to a positive psychology intervention (via phone or text message) or an attention control (education) group. Exit interviews and satisfaction surveys were conducted with adolescents (n ϭ 63) and parents (n ϭ 55) to assess the acceptability and feasibility of Check it! from a representative sample of each group. Chi-square, t tests, ANOVA, and content analysis methods were used to analyze data. Parents and adolescents indicated interest in the intervention, and enrollment numbers support feasibility. In terms of intervention delivery, we identified challenges in implementing the positive psychology reminders to adolescents, particularly in the phone group. Parents in the positive psychology group appreciated the reminders to provide affirmations to their children, and adolescents enjoyed the affirmations and reported using the positive psychology exercises. Regarding acceptability, participants in both groups reported high satisfaction with the intervention overall. Participants reported favorable experiences with Check It! and findings indicate that text messages are more feasible than phone calls for interventions with adolescents. Overall, a positive psychology intervention delivered with automated text messages is feasible and acceptable to adolescents with T1D and their parents.
Type 1 diabetes (T1D) affects 1 in 400 youth, with a peak onset in adolescence . Adolescents and their families must manage a complex and demanding treatment regimen that includes frequent monitoring of blood sugar, administering insulin via injection or insulin pump several times a day, counting carbohydrate intake, and regular physical activity (Chiang, Kirkman, Laffel, Peters, & Type 1 Diabetes Sourcebook Authors, 2014) . This degree of responsibility is likely to increase stress (Anderson et al., 2002) and negatively impact adolescents' quality of life (Hood et al., 2014) . Glycemic control often deteriorates during adolescence, a period characterized by rapid growth and developing maturity, hormonal changes, and problems with adherence (Borus & Laffel, 2010; Silverstein et al., 2005) . Adolescence is also a time of increasing independence from parents and a desire for peer acceptance (Borus & Laffel, 2010; Silverstein et al., 2005) . Effective diabetes management depends greatly on appropriate family involvement (Anderson et al., 2002; Palmer et al., 2004) , and difficulties in responsibility sharing between parents and adolescents can result in poor adherence, conflict, and disease complications (Davidson, Penney, Muller, & Grey, 2004; Silverstein et al., 2005; Young, Lord, Patel, Gruhn, & Jaser, 2014) . In an effort to improve adolescent adherence, parents often communicate with their teen in a manner that is perceived as lecturing, nagging, blaming, or asking too many questions (Weinger, O'Donnell, & Ritholz, 2001; Wiebe et al., 2005) rather than maintaining involvement in a way that is perceived as positive collaboration (Wiebe et al., 2005; Wysocki et al., 2009) .
Previous research aimed at improving adherence in youth with T1D has targeted problem solving (Mulvaney, Rothman, Wallston, Lybarger, & Dietrich, 2010) , parent-child communication (Wysocki et al., 2007) , and coping skills (Grey, Boland, Davidson, Li, & Tamborlane, 2000; Grey et al., 2013; Holmes, Chen, Mackey, Grey, & Streisand, 2014) ; however, many of these interventions were time-and resource-intensive (Hilliard, Powell, & Anderson, 2016) . Although behavioral interventions for youth with T1D and their parents have improved treatment adherence (Anderson, Brackett, Ho, & Laffel, 1999) , quality of life (Grey et al., 2000; Holmes et al., 2014) , and glycemic control (Anderson et al., 1999; Grey et al., 2000; Laffel et al., 2003; Wysocki et al., 2007) , these interventions have had modest to moderate effects (Hood, Rohan, Peterson, & Drotar, 2010) . Novel approaches, such as a positive psychology intervention, are needed and may be effective for this population (Hilliard et al., 2016) .
Positive affect (PA)-feelings that reflect pleasurable engagement with the environment-is associated with favorable health outcomes, having the strongest impact in conditions in which behavioral factors play a large role, such as diabetes (Pressman & Cohen, 2005) . The broaden-andbuild hypothesis posits that increased PA offers a respite from chronic stress and increases individuals' motivation, thereby leading to improved coping and adherence (Fredrickson & Branigan, 2005) . In one of the few studies to describe PA in adolescents with T1D (Fortenberry et al., 2009) , adolescents' reports of higher levels of PA were associated with greater perceived ability to perform diabetes tasks, such as blood glucose monitoring. Another study found that self-reported and observed PA was associated with better glycemic control and quality of life in adolescents with T1D, and higher levels of PA predicted improvements in glycemic control over 6 months (Lord, Rumburg, & Jaser, 2015) . Given the relationship between coping and diabetes self-care in adolescents (Jaser et al., 2012) , increased PA may help adolescents apply more effective coping strategies to improve adherence to the complex treatment regimen, thereby improving outcomes. By taking a positive psychology approach focused on building positive emotion rather than relieving negative emotions (Seligman, Steen, Park, & Peterson, 2005) , we propose a novel approach to improve health outcomes in the high-risk group of adolescents with T1D.
The application of positive psychology principles to induce PA and improve adherence has been successful in adults with chronic health conditions. Charlson and colleagues (2007) conducted several clinical trials demonstrating that induced PA improved adherence to treatment recommendations for adults with hypertension (Ogedegbe et al., 2012) , and improvements were sustained over time (Peterson et al., 2012) . However, positive psychology interventions have not been translated to pediatric populations with chronic health conditions. In our earlier pilot test of the intervention (n ϭ 39; Jaser, Patel, Rothman, Choi, & Whittemore, 2014) , we adapted the protocol developed for adults, which included reminders to use gratitude and self-affirmation, as well as small gifts, by making it developmentally appropriate for adolescents with the choice of small gifts, increasing the frequency of phone calls to participants (from bimonthly to biweekly), and incorporating parents by asking them to provide affirmations to their adolescent children. This small pilot study demonstrated initial improvements in blood glucose monitoring in both the group that received the PA intervention and the group that received only educational materials, but these improvements leveled off after the active phase of the 8-week intervention. In addition, although participants' satisfaction with the intervention was generally high, completing the phone calls was identified as challenging. The current study aimed to increase feasibility and acceptability to adolescents and their families by providing educational materials to both groups and increasing the frequency of contact to weekly. In addition, we tested the use of technology (automated text messages) to deliver the PA intervention, as text messaging is the dominant mode of communication for adolescents (Lenhart et al., 2015) .
Purpose
The purpose of this study was to conduct a randomized pilot to assess the feasibility (the extent to which the Check it! intervention can be implemented), acceptability (preference and satisfaction of the target audience), and initial efficacy of a positive psychology intervention for adolescents with T1D and their caregivers to improve adherence to treatment recommendations. We previously reported that the PA intervention had significant, positive effects on quality of life and promising effects on adherence (odds of clinically significant improvement in blood glucose monitoring were about twice as high in the PA group compared with the education group). There were no effects on glycemic control (Jaser, Whittemore, Patel, Choi, & Russell, 2016) . In this paper, we focus on the feasibility and acceptability of the intervention. Evaluation is an integral component of clinical trial research, and qualitative methods are particularly useful in modifying existing interventions, evaluating intervention delivery, determining potential users of the intervention, and assessing which program elements warrant enhancement or a reduction in scale (Sandelowski, 1996) . Thus, we supplemented quantitative data collection on feasibility and satisfaction with semistructured interviews with adolescent and parent participants of the randomized pilot study of a positive psychology intervention. In addition, we sought to explore the ways in which adolescents and their parents applied the PA components of the intervention and to examine differences related to the mode of delivery (phone vs. automated text messages).
Method Participant Recruitment and Study Design
We used a mixed-methods embedded design including qualitative data collection after 6-month efficacy data were completed. Participants were recruited from an outpatient pediatric diabetes clinic during regularly scheduled visits. Adolescents were eligible for the study if they were between the ages of 13 and 17 years, were able to speak and read English, had no other major medical conditions, had been diagnosed with T1D for at least 6 months, were not participating in any other intervention studies, and had a hemoglobin A1C value between 8.0% and 12.0% 1 at the time of recruitment. The adolescents' parents or guardians were eligible to participate if they lived with the adolescent and were able to speak and read English. The university institutional review board approved all study protocols and materials, and consent and assent forms were completed by the parent and adolescent, respectively. After collecting baseline survey data, adolescents were randomly assigned, using a computer program, to either the PA or attention-control education (EDU) condition. Within the PA intervention group, half of the adolescents were randomized to phone delivery (n ϭ 30) and half were randomized to text message delivery (n ϭ 30). Efficacy data were collected at baseline, 3-month follow-up, and 6-month follow-up. A subsample of participants was invited to participate in the postintervention satisfaction survey and interview, with a goal of 20 per group, to achieve saturation.
Interventions
EDU intervention. Adolescents randomized to the EDU group (n ϭ 60) received diabetes educational packets in the mail every two weeks for the 8-week intervention period. The educational materials consisted of brief (threepage) packets with developmentally appropriate information from the American Diabetes Association website on topics such as hypoglycemia, hyperglycemia, driving and diabetes, and exercise. All packets included illustrations and simple language to provide information that was relevant to participants, emphasizing that blood glucose monitoring is an important aspect of diabetes management. Guided by a research assistant (RA), adolescents also completed a health behavior contract during baseline data collection, without parental involvement, stating how they intended to increase frequency of blood glucose monitoring-for example, "I will
test my blood sugar (WHAT) five times each day (HOW MUCH) at breakfast, lunch, dinner, and snack times (WHEN), seven days a week (HOW OFTEN)."
PA intervention. Adolescents randomized to the PA intervention (n ϭ 60) received the same diabetes educational packets in the mail on alternating weeks during the 8-week intervention period and completed a health behavior contract with the assistance of an RA during the baseline appointment. Similar to the protocol developed by Charlson et al. (2007) for adults with chronic health conditions, the positive psychology intervention was designed to increase PA through gratitude, self-affirmation, parental affirmations, and small gifts (see Intervention Components in Table 1 ). During enrollment, adolescent participants in the PA group completed a brief worksheet, intended to induce PA through positive psychology exercises such as gratitude ("What are some things that make you happy, even for a moment?") and self-affirmation ("What's something that you are proud of?"). Adolescents received a weekly phone call from an RA or an automated text message (consistent with group assignment) to remind them to use gratitude and self-affirmation throughout the week, particularly when stressed or completing difficult tasks (such as checking blood glucose). RAs gave detailed instructions to parents and teens about how they would receive the intervention. Among the phone group, participants were told they would receive a phone call from an RA for a brief conversation asking them about gratitude and self-affirmation. Teens in the text message group were asked to send responses via text message. Specifically, they were asked to report something they noticed in the past week that made them happy (gratitude), and they were reminded to think of something that they were proud of (self-affirmation) when it was time to check their blood sugar. These reminders to use gratitude and self-affirmation occurred every week for the 8-week intervention period. In addition, at the time of enrollment, parents of adolescents in the PA intervention were instructed to provide weekly affirmations or praise to adolescents on topics other than diabetes self-care verbally or by writing a short note or sending a text message (e.g., "Great job in your soccer game last night!"). This was intended to keep the focus on inducing PA rather than reinforcing desired behaviors. Finally, adolescents received small, unexpected gifts worth about $5.00 every 2 weeks; those in the phone group received a gift in the mail (e.g., water bottle, drawstring bag), and those in the text group received a text message with a gift card code ($5.00 to Amazon). The intent of the small gifts is to increase PA and to act as a reminder of adolescents' intention to adhere to treatment recommendations. In addition, parents of adolescents that were assigned to the PA intervention (regardless of group) received weekly text message reminders to remind them to affirm their child.
Measures and Data Collection
Participants completed data collection at enrollment and 3-and 6-month follow-up visits on adolescents' adherence, quality of life, and other psychosocial outcomes (not reported in this article). Participants were compensated for their time at each data collection point. Feasibility data were collected throughout the study, consisting of participation, engagement (e.g., responding to PA reminders), and retention, supplemented by exit interview data. Acceptability data consisted of a satisfaction survey and semistructured interviews and were completed by a subsample of participants at the 6-month follow-up visit. The satisfaction survey included four items that assessed the extent to which adolescents enjoyed the study and found it helpful (e.g., "How helpful was the Check It! program?"). Responses were scored on a 5-point Likert scale, with higher scores indicating more favorable responses. In addition, a representative sample of adolescents and their caregivers participated in semistructured interviews, which elicited data on reason for study participation, program satisfaction, and suggestions for future changes. Parents and adolescents in the PA group were also asked about how and when they used the PA exercises, ongoing use of PA exercises after the 8-week active intervention period, and their preferred mode of intervention delivery (text message vs. phone call). Interviews were audio recorded and later transcribed verbatim by research staff.
Analysis
Quantitative analysis of the satisfaction survey and demographic data was conducted with IBM SPSS Statistics for Windows, Version 23. To determine group differences between those who did and did not complete exit interviews at baseline, we conducted chi-square tests (for categorical variables) and independent t tests (for continuous variables). In addition, we conducted an analysis of variance (ANOVA) to examine participants' satisfaction data by intervention group. Qualitative analysis was conducted using a content analysis method (Elo & Kyngäs, 2008) . Trained research staff individually coded items, assigning each parent and adolescent statement a code to capture its meaning, and counts were recorded for each code. These codes were later collapsed into categories based on similarity across groups of codes. All codes were verified by two or more members of the research team upon initial coding and after collapsing based on similarities in groups of codes, and any discrepancies were reviewed among the team to reach a consensus. Data were entered into a spreadsheet and checked for accuracy.
Results

Feasibility
A total of 359 families were approached by research staff and assessed for eligibility, of which 176 did not meet inclusion criteria and 63 declined to participate. The most common reasons for declining were lack of interest (n ϭ 44) and time commitment (n ϭ 8). Therefore, 120 adolescent and parent dyads were included in the study (Figure 1) , reaching an enrollment rate of 66%, which is similar to other mobile health interventions with adolescents (Palladino & Helgeson, 2012; Whittemore et al., 2013) . Mean age of adolescents was 14.8 Ϯ 1.5 years, 53% were female, and participants were mostly White, non-Hispanic (88%). Approximately half of adolescents (51%) used an insulin pump, and mean A1C was 9.2 Ϯ 0.9%. At 3 months, follow-up survey data were collected from 107 adolescents (89%) and 110 parents (92%), and A1C data were obtained for 109 adolescents (91%). At 6 months, follow-up survey data were collected from 106 adolescents (88%) and 108 parents (90%), and A1C data were obtained for 117 adolescents (98%). Exit interviews were completed by a subsample of each intervention group: 20 from the PA text group (67%), 19 from the PA phone group (63%), and 24 from the education group (40%). There were no sig- nificant differences between participants who completed exit interviews and those who did not on demographic or clinical variables (e.g., age, A1C; see Table 2 ).
Parents and adolescents were generally interested in the study. When asked about reasons for participation, teens indicated that they were interested in contributing to research and helping others. One teen (#1019, PA Text) commented that their participation "went to the good of diabetes and helping people." Parents reported that they hoped their participation would help their family learn more about diabetes and potentially lead to improved diabetes management for their child. One parent (#1020, EDU) said, "If it will [help] kids and young adults handle what they need to do or what they need to know about diabetes, then I'm all for it."
Another parent expressed hope that the intervention might also improve the parent-child relationship, suggesting that "maybe it would help her to get more on target and help me to be able to relate to her, too" (#1070, PA Text).
Regarding feasibility of the PA intervention components, parents and teens reported no problems receiving gifts via text or mail, and teens noted using their $5 gift cards toward the purchase of a gift for a friend, jewelry and accessories, gaming supplies, cell phone accessories, books, and movies. However, participants' engagement with the intervention suggests that the feasibility of the PA intervention was related to the platform through which it was delivered. Significantly fewer adolescents in the phone group responded to/answered weekly PA reminders compared with those in the text group Note. The exit interview was completed by 55 caregiver-adolescent dyads and eight adolescents (without their caregiver). Group differences were calculated between those that completed exit interviews and the full sample.
(14% vs. 67%; t ϭ 7.97, p Ͻ .001). Several participants reported inconveniences surrounding the timing of phone calls and text messages. Both parents and teens reported busy schedules as interfering with the study. Although participants were able to choose what time they received their messages, some teens reported that their schedules fluctuated such that it affected their ability to respond to messages. One teen (#1015, PA Phone) explained, "The calls were coming at the right time but I got involved in a lot of after school things, kind of spontaneously, and it conflicted with it." Participants reported that activities related to work, school, and sports commonly created conflicts that prevented teens from answering calls or text messages. Some families also reported other challenges, such as traveling or a death in the family, that interfered with study engagement.
The most common factor that impacted participants' engagement was phone issues. Many issues were technology-related, such as disconnected phone calls, not receiving text messages and voicemails, or system errors such as incorrectly formatted phone numbers (see Figure 2) . One family's phone line was disconnected, and one participant reported issues with cellular service, possibly due to living in a rural area. Two participants in the phone group reported difficulties with the protocol for returning a missed call, including not knowing what number to call back. In addition to phone issues, diabetesspecific factors such as hospitalization, insurance changes, and meter difficulties were described by participants in the PA groups as factors that interfered with their ability to engage in the study (i.e., made it difficult to increase blood glucose monitoring).
Acceptability
Adolescents and their parents in both the PA and EDU groups were generally satisfied with their participation in the study, with the majority noting a positive experience (see Table 3 ), and almost all participants reported that they would recommend the study and participate again, with no significant difference across groups. Further, only three participants withdrew from the study over 6 months (one from each group), suggesting that the subject burden was not overwhelming. The majority of participants reported enjoying their experience, with more than half (59%) rating their participation as "pretty enjoyable" or "very enjoyable." For example, one parent (#1034, PA Phone) reported that the study was "relative easy to do and conversation was nice." The majority of participants (60%) also rated the helpfulness of the study favorably across all groups, with more than half rating the program as "pretty helpful" or "very helpful." Across groups, both adolescents and parents reported gaining knowledge from the education packets. Teens appreciated learning more about diabetes. One teen stated, "I always read them . . . I liked them because I read them and found out something I didn't know. It was something different to read, plus, I kept them all together" (#1013, PA Text). Another teen (#1022, EDU) said, "The packets helped me realize what to do, how to set goals and stuff." Parents also noted the benefits of receiving education packets, reflecting on the information they received and finding it useful for both parent and teen-for example, "She had gotten things in the mail and we both read them and that was very informative. It was a good experience" (Parent #1005, EDU). Similarly, another parent (#1082 PA Phone) stated, "I think it was informative. I think it kind of helped both of us to pay more attention and be more aware of what we're doing." Overall, participants described a favorable experience in the study, both in regard to the convenience of participation and receiving helpful information. Additionally, across both groups, 56% of participants reporting using the health behavior contract, and 16% reported changing their goal over the course of the study.
Use of Positive Affect
Teens and parents in the PA group noted that they used and recognized the value of the parental affirmations component and the weekly PA reminders. Teen participants welcomed receiving positive messages. A teen (#1007, PA Phone) stated, "It was really easy to do. Teens and parents reported that parental affirmations were often oriented around academic or family responsibilities or that they were related to diabetes management (i.e., praising their teen for remembering to check blood sugars or counting carbs). One participant (#1064, PA Text) said, "One week I did really good with my brother. We hung out a lot and I helped him with his with his [computer game] and she applauded me for that and I really liked it." Despite instructions to use affirmations unrelated to diabetes, nearly half of teens reported that their parent used diabetes-related affirmations with them. One teen (#1100, PA Phone) commented, "Today I figured my A1C would be better than it was, but it was still better than last time, and he reminded me of that it was still better."
When asked about the use of PA intervention components, parents reported using positive affirmations with their child, with some reporting using the strategy more frequently than they Note. No significant differences were observed between groups. PA ϭ positive affect intervention.
received the reminder. Most parents (91% of those interviewed) reported continued use of this strategy even after the study reminders ended. Similarly, most teens (74% of those interviewed) in the phone/text PA groups reported using the PA exercises during the intervention period, and the majority of teens (80%) reported continued use of PA exercises at the time of the exit interview, approximately 4 months after the intervention period was over.
Discussion
The current study provides evidence for the feasibility and acceptability of translating a positive psychology intervention aimed at improving adherence for adults with chronic health conditions to adolescents with T1D. Although some problems with feasibility were identified related to the use of phone and text message reminders, adolescents and parents generally described the program in favorable terms. Of particular note were the high percentage of adolescents who continued to use PA exercises and parents who provided positive affirmations to their teens after completion of the active phase of the intervention (8 weeks of PA reminders via phone or text messages). Thus, a positive psychology intervention may be easy for participants to initiate and maintain with minimal training and reminders, and the use of automated text messages appears to be a feasible and acceptable way to deliver it to teens.
Mobile phones represent an ideal mechanism for health care providers and parents to communicate with adolescents about their health care needs. Mobile health (mHealth) technologies may provide important opportunities to engage teens and to help support their diabetes self-management (Skinner, Biscope, Poland, & Goldberg, 2003) . Cell phone ownership and use among adolescents continues to rise, with increased smartphone accessibility across racial/ ethnic groups and people of varying socioeconomic status (Lenhart et al., 2015) . Moreover, adolescents are adopting mobile technology quickly and in a more immersive way than previous generations. Text messaging has become the preferred mode of communication among adolescents, as it is easy, efficient, and immediate. Although reports vary, the typical adolescent sends or receives 30 text messages a day, with older girls exchanging a median of 50 texts per day (Lenhart et al., 2015) . Thus, responding to frequent study-related text messages throughout the day may be difficult and distracting, as an adolescent's attention moves quickly from one text or app to another. Adolescents may also receive study-related texts at inopportune times, particularly when reminding them about health-related status, as some adolescents prefer to keep their diagnosis of T1D private (Palladino & Helgeson, 2012) . Thus, tailoring the timing of text messages to the preference of the individual adolescent is important.
With respect to acceptability, adolescents reported high satisfaction with both the PA and education interventions. The lack of differences between the intervention conditions on satisfaction ratings was somewhat surprising but indicated that the more intensive PA intervention protocol was not perceived as burdensome to participants and may reflect the finding that the education packets were perceived as highly enjoyable and helpful to adolescents. Diabetes education is standard of care for adolescents with T1D (Chiang et al., 2014) , and teen-centric educational materials provided over time are clearly of interest for both adolescents and parents. When adolescents are diagnosed with T1D at a younger age, diabetes education is directed toward parents, and our findings indicate that adolescents value visually appealing, developmentally appropriate reeducation material. In other studies of adolescents with T1D, high satisfaction with educational interventions has also been reported (Holmes et al., 2014; Whittemore et al., 2013) .
Although most of the parents in the PA group viewed the positive affirmations favorably, we discovered that, despite the instructions, many were providing positive messages related to diabetes care. In future work, we plan to increase parent training on praise to make it more detailed and provide more feedback on the types of messages that would be appropriate. For example, using the terms "praise" and "positive messages" instead of "positive affirmations" may help parents to better understand the intent of this component. Although there is support for providing positive reinforcement for desired diabetes management behaviors (Gruhn, Lord, & Jaser, 2016) , the theoretical basis of the current intervention is focused on inducing PA, not reinforcing behavior. Further, parents' comments regarding diabetes management are often interpreted as be-ing critical or intrusive, which can decrease motivation in adolescents (Wiebe et al., 2005) . Thus, greater attention to the fidelity of parental affirmations is needed.
Several limitations of the study should be noted. First, the sample was limited in diversity, as 88% of participants were White, non-Hispanic. The sample was representative of the demographics of our clinic population, however, and included a wide range of family income and geographic locations (urban, suburban, and rural families). Further, exit interviews were not conducted with all participants, so the current findings may not represent the full range of experiences. However, given that there were no significant demographic differences between those who did and did not participate in exit interviews, we believe these results are reflective of the larger sample. Finally, there was some variability in the timing of the interviews (which were conducted 4 to 9 months after the active phase of the intervention), which may affect participants' memory of the study protocol.
Iterative development and evaluation of interventions is important for optimizing protocols to meet the needs of targeted users and improve health outcomes (Collins, Murphy, & Strecher, 2007) . Through our sequential work, we have found that the translation of a positive psychology intervention created for, and successfully implemented in, adults with chronic health conditions is acceptable for adolescents with T1D and their parents, and the use of technology increases feasibility. A recent meta-analysis of mHealth interventions for health behavior change in youth reported significant effects, particularly for those that included caregivers (d ϭ .28; Fedele, Cushing, Fritz, Amaro, & Ortega, 2017) . Future research is needed to determine the optimal frequency of prompts and messaging for adolescents and parents to continue to use PA exercises and affirmations over time (Nelson, Coston, Cherrington, & Osborn, 2016) . Similarly, the need for booster sessions or reminders is yet to be determined. The use of text messages (rather than phone calls) increases feasibility and potential dissemination. However, providing small gifts to adolescents was a component of this intervention that needs further consideration, as it may not be sustainable or easily scalable. Lastly, we have provided further evidence on the feasibility and acceptability of providing developmentally appropriate T1D education for adolescents.
In conclusion, we have demonstrated that a text-message-based, positive psychology intervention for adolescents with T1D is feasible and acceptable. Thus, other pediatric populations may benefit from similar interventions to improve adherence to treatment and quality of life. Favorable levels of engagement and retention indicate that adolescents and their parent were receptive to a positive psychology approach, which emphasizes positive emotion and strengths rather than problems. Further translational research is indicated to optimize intervention components and delivery.
